tially restored immune function to explore the extent of immune dysfunction rather than to confirm the diagnosis. 1, 2 • Although the immunological phenotype is obscure because of the maternal engraftment, the best could be described is T + (? maternal origin, B+, and NK low, which was clearly mentioned in the paper. Unlike the international data, the far most common phenotype is T-, B-NK+;3 probably due to the high prevalence of consanguinity in our population with predominance of AR-SCID. 4 The possible involved genes in this phenotype have been tested which were negative.
• The patient reported here was being investigated further to delineate the underlying genetic defect. Although the patient did not manifest any manifestation of radiosensitivity, the suggested tests will be considered; along with the exploration of other genes that might be involved including common gamma chain (gc) defect. The patient described in the case had two episodes of typhoid fever two months apart. The authors have labelled the second infection as a relapse. However, relapse usually occurs two to three weeks after the resolution of fever and is known to occur in 5% to 10% of patients. 2 It is usually milder than the original attack, and the S Typhi strain isolated in relapse usually has the same antibiotic susceptibility pattern as the isolate during the original attack. Although rare, reinfection may also occur and can be distinguished from relapse by molecular typing. 3, 4 The patient in the case seems to have re-infection with S Typhi.
I would like to know whether the patient was already immunised with typhoid vaccine before the first attack. If not, I would also like to ask the authors whether typhoid vaccination in the patient after the first attack would have prevented the re-infection. Centers for Disease Control and Prevention (CDC) recommend typhoid vaccine for travelers to areas where there is a recognized increased risk of exposure to S Typhi. As observed with many bacterial diseases, an attack of typhoid fever does not provide long lasting immunity from a future episode of the same illness. An episode of typhoid fever usually means that the child lives in an environment in which further exposure to infection is likely. There is also the possibility that early treatment would have reduced the full force of immunity from developing. Trials have shown that treatment of typhoid patients in the first two weeks of illness may inhibit the development of the protective anti-Vi CPS antibody response. 5 Taking into consideration the above points, the general recommendation is to give typhoid vaccine at least 4 weeks after full recovery from the illness. Betel nut chewing as a risk factor for hepatitis C infection in Taiwan-a community-based study To the Editor: We completed a comprehensive health survey and structural questionnaires among the adults living in the eastern area of Taichung City, Taiwan, including the anti-hepatitis C (anti-HCV) antibody status and the components of metabolic syndrome, from 2004 to 2005. A total of 1045 adults were enrolled in this study. The anti-HCV seropositive (anti-HCV+) prevalence was 6.6% (69/1045). Results were expressed as mean (standard deviation). A P value <.05 was considered statistically significant. Multivariate logistic regression analyses were conducted to explore the factors that were independently associated with anti-HCV. The strength of association was presented as odds ratio (OR) with 95% confidence intervals (CIs) and P values. Table 1 shows the basic characteristics of all subjects. The anti-HCV+ subjects had higher alanine aminotransferase (ALT) and aspartate aminotransferase (AST) levels, and were more elderly than the anti-HCV− subjects. In addition, levels of triglycerides were significantly lower in the anti-HCV+ subjects compared with the anti-HCV-subjects (P<.01). There were no significant differences between anti-HCV+ and anti-HCV-subjects in terms of gender, body mass index (BMI), high-density lipoprotein cholesterol (HDL-C) levels, systolic and diastolic blood pressures and fasting plasma glucose. Multivariate logistic regression analyses were conducted to clarify the independent factors associated with anti-HCV. Variables included age, sex, smoking, drinking, betel nut chewing, exercise, milk drinking, and the presence of hypertension, diabetes mellitus and hyperlipidemia. Betel nut chewing was significantly associated with anti-HCV+ as was milk drinking ( Table 2 crude odds ratio). After being adjusted for appropriated covariates, betel nut chewing was still significantly associated with anti-HCV+ ( Table 2 adjusted odds ratio). Chronic HCV infections are the major etiologies of hepatocellular carcinoma (HCC) in Taiwan. 1 The prevalence of anti-HCV (6.6%) in our study was higher than that in community controls. 2 The variation in crude HCV seroprevalence ranged from 0.4% to 10.5%, and HCV infection takes two to four decades to lead to HCC. 3 The habit of betel nut chewing is prevalent among men in Taiwan. It is especially prevalent among blue-collar workers, less educated men, cigarette smokers and alcohol drinkers. 4 The population of betel nut chewers has increased gradually. Recently, the habit of betel nut chewing was found to be a risk factor for HCC, and an increased HCC risk is associated with seropositivity of anti-HCV in Taiwan. 5 This information indirectly supports our finding that betel nut chewing is an independent risk factor for anti-HCV. Chronic hepatitis C and betel nut chewing
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Reply
Thank you for the comments. My response is as follows:
The comments on relapse usually occurring in two to three weeks after the infection are valid. There is, however, a commonly held belief that relapse in patients with typhoid fever can occur anywhere between 1 to 70 days with a peak of 8 to 10 days after the completion of therapy. 1 The comments regarding the timing of the relapse and the duration mentioned in the paper therefore fall into the time span reported for relapse of typhoid fever.
The S Typhi isolated during both episodes was sensitive to ciprofloxacin with the only difference being the minimum inhibitory concentration. This is consistent with the reader comments that the susceptibility of the organism was similar on both occasions.
With regards to the comments on vaccination for typhoid fever, I would like to confirm that the patient had never been vaccinated prior to the first attack.
